Hopkins and Dr Bourdillon have experience, is that one develops a close contact with all the general practitioners and hospital clinicians within the area. Patients are not readily lost to follow up and a single record may serve as a useful baseline recording on a subsequent occasion. Many general practitioners prefer not to follow up their epileptic patients, but the standard of management of epilepsy exhibited by consultant physicians and paediatricians throughout the area confirms the benefit of close liaison with the neurological service.
As a clinical neurologist providing an EEG service, I am far from complacent about the value and limitations of the EEG. I whole-heartedly agree with those who have stressed that advance in clinical neurophysiology can only come about through the appointments of consultant clinical neurophysiologists able to develop the use of evoked potentials, feedback mechanisms and provocation techniques. Heemstede, Netherlands Sir, The letter from Dr Bourdillon (February, p 154) serves alas to remind us that many published studies of the EEG in normal subjects reveal little more than the fact that the authors' criteria of normality were mistaken. He lists by illustration various so-called 'abnormalities' which are, in fact, commonplace and of as little (or as much) clinical significance as, for instance, left-handedness or red hair. It requires no expertise in EEG to realize the logical absurdity of describing phenomena which commonly occur in healthy people as 'abnormal'. The picture he presents is misleading, for when strict criteria ofEEG abnormality are applied, they do in fact discriminate controls from people with cerebral disorders. For instance, Robin et al. (1978) found paroxysmal activity in only 2% of 7760 routine EEGs performed for screening service personnel. Further inquiry revealed that 60% of those with abnormal records had a history of seizures, head injury or other cerebral disease. Other studies (e.g. Roubicek et al. 1967) have
